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Supporting the Behavioral Health of
Returning Service Members and Their
Families: Challenges and Opportunities
David S. Wood, Ph.D.
Summary
Veterans often return home with a variety of reactions to the conditions they have
been exposed to. Dr. Wood provides information on challenges and opportunities
associated with servicing veterans and their families as they seek support and
assistance in adjusting to life back at home. He also discusses the nature of and the
needs associated with veterans who suffer from Posttraumatic Stress Disorder
(PTSD), other disorders, and suicidal ideation.

To care for him who shall have borne the battle -- Abraham Lincoln1
The above quotation by Abraham Lincoln is often employed by various branches of the US
Department of Veterans’ Affairs, which encompasses the broad government-funded system of health
care and assistance for US veterans. We are extremely fortunate to have this resource available. The
quotation, however, is applicable to a much wider circle of individuals and groups who may "care
for" our brothers and sisters who have "borne the battle"--both professionals (e.g., therapists, health
care workers) and non-professionals (e.g., LDS ecclesiastical leaders, volunteers) alike. This article is
written with the following overarching goal: to raise awareness of the behavioral health challenges
found among returning service members as well as the opportunities to contribute to their well-being.
President Lincoln's quotation above was uttered toward the end of the American Civil War and his
comment about those who "shall have borne the battle" accounted for those who would yet remain
engaged at the tail end of that devastating conflict. The same prospective statement applies today
because while the US and allied forces are experiencing a draw-down in force numbers in various
fields of battle, the Global War on Terror will continue in various forms. It has been estimated that
approximately 2 million US service members have deployed to Operation Enduring Freedom (OEF;
Afghanistan) and Operation Iraqi Freedom (OIF; RAND Corporation, 2011).
Latter-day Saints are a small but significant fixture among this fighting force. In 2011, it was
estimated that over 35,000 LDS members were currently serving in various Active Duty (i.e., full
time), National Guard and Reserve branches of the military (F. Clawson, personal communication,
April 16, 2012). Assuming that LDS service members have maintained a similar presence since 9/11,
1

1 This quotation is also inscribed on a coin graciously awarded to me by David M. Rudd, Ph.D., Director of the National Center of Veterans Studies at
the University of Utah. Dr. Rudd and his associates are engaged in numerous research, education, and outreach activities for service members and
veterans. The awarding of coins to service members is a tradition in the US military.
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a reasonable estimate is that LDS service members have deployed well over 30,000 times to
OEF/OIF (a sizeable minority likely deploying several times).
All returning service members2 and their families deserve recognition, support and, as needed,
assistance for the sacrifices, deprivations and service they have offered in armed conflict. LDS
counselors and therapists may be able to make crucial contributions to the well-being of returning
LDS service members.
Box 1. Personal Reflection: Honoring Those That Serve, Serving With Honor.
While at lunch earlier this year, several uniformed service members and I were approached
somewhat tentatively by a father and his young son-about 10 years old. The father explained to us
that a moment earlier his son said to him, "Dad, I think we should thank them [for serving]." It
was a simple but rare gesture from a young boy. One of the officers among us stood up from the
table and removed the American flag patch off his uniform. He then handed it to the boy as a
return-gesture of appreciation. The boy and his father beamed! Although a somewhat simple
episode, to me it was unforgettable in terms of what it represents--service members and civilians
sharing moments of sacred space; mutually honoring the cause for that service and both emerging
with renewed gratitude. That captures the intended spirit of honoring those that serve: that
therapists and counselors will be more capable and more appreciative as they enter into that space
and offer their skills and expertise to those who have served.
The remainder of this article provides a very brief overview of what research has shown regarding the
challenges that commonly face returning service members. Each section will summarize both the key
challenge and a corresponding opportunity that therapists and counselors may have when working
with a returning service member. For all topics described, it is assumed that the reader does not
currently specialize in post-deployment-related problems or have prior military service. Information
and resources for all topics are provided throughout the article.

PTSD and Other Diagnoses
Challenge: A significant proportion of returning service members have PTSD or another clinical
problem.
Opportunity: Routinely screen returning service members for PTSD and other diagnoses.
In a review of 17 studies involving more than 700,000 veterans (Ramchand, Schell, Jaycox, &
Tanielian, 2011), it was estimated that 15% of all returning service members meet criteria for PTSD.
These estimates included non-US service members (UK and Netherlands). There are two important
2

The term “returning service members” is used in this article to refer to any of the branches of the military.
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caveats to this finding, however. First, returning service members often times meet criteria for other
psychological problems, like depression and substance abuse as often as they meet criteria for PTSD.
Second, prevalence rates for PTSD are much higher in certain settings, such as returning service
members who report to Veterans’ Affairs (VA) medical centers (Ramchand et al., 2011) and veterans
surveyed after they return to college campuses (Rudd, Goulding, & Bryan, 2011). It is incumbent on
practitioners, therefore, to not only screen for PTSD, but also for other concerns and to recognize that
the rate of PTSD and other diagnoses may vary from setting to setting. Mild Traumatic Brain Injury
(mTBI) is another common battle-field injury that can affect the course of treatment and is commonly
found to co-occur with PTSD (Butler, Hurley & Taber, 2011). For clinicians who wish to become
more familiar with expert VA/Department of Defense (DoD) consensus guidelines on the treatment
of PTSD, the following site will be helpful: http://www.healthquality.va.gov (navigate to PTSD,
major depressive disorder, substance use disorders and mild traumatic brain injury for individual
topics). Practitioners can find empirically supported screening tools that can be readily integrated into
their practice, such as the PTSD Checklist-Military Version (PCL-M) and the Patient Health
Questionnaire-9 (PHQ-9) for depression and other clinical concerns.
What if a service member screens positive for a possible diagnosis? As with all clinical concerns, the
competent and ethical clinician will only proceed to treat those conditions for which he or she has
received adequate training, supervision, education and experience. In instances where a referral for
treatment is deemed necessary, Veterans’ Affairs (VA) medical centers or VA community-based
outpatient clinics can be an excellent first-line referral source. This endorsement comes because the
VA health care system has made a concerted effort to hire behavioral health care professionals
(psychiatrists, psychologists, clinical social workers and psychiatric nurse practitioners) and to
provide treatments that are empirically supported and in accordance with treatment guidelines. Very
importantly, returning service members from OEF and OIF are typically eligible for treatment
services free of charge at the VA for a certain period of time after their return. Military Treatment
Facilities (MTF) is an important treatment resource, particularly for Active Duty service members.
Lastly, the DoD contracts out to community providers through its insurance arm called TRICARE,
which will provide another avenue of referral resources for returning service members.

Readjustment after Deployment
Challenge: Some difficulties are not "diagnosable."
Opportunity: Ask about adjustment problems and day-to-day difficulties.
More than just formal diagnoses can cause difficulties for service members and their families. Within
the behavioral health care community of the military, there is growing recognition of combat and
operational stress reactions (COSR; e.g., US Department of the Army, 2006) as a set of reactions that
are less severe than full PTSD and that can emerge from events that include but are not limited to
traumatic events. These are reactions and symptoms that fall below the clinical threshold for
diagnosis but that still result in functional impairment. COSR has been conceptualized as more on the
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spectrum of normal reactions to combat and operational stressors and full recovery from these
reactions is generally expected.
What this means for practitioners is that returning service members may experience problems that are
functional in nature as much as ones that are clinical in nature. A few examples of COSR for service
members include: hypervigilance while driving on roads back home, including constant scanning for
roadside objects. Such a reaction is very common for those service members who engaged in convoy
operations and especially among those who witnessed or experienced a road-side bomb. The resulting
functioning impairment of this reaction may include exhaustion or irritability while driving, not to
mention reluctance to operate a vehicle or avoidance of certain stretches of road. Another common
COSR is impaired sleep upon return from deployment. For instance, many service members learned
to adapt their sleep to demanding deployment schedules or they may have developed constant
alertness or wariness while sleeping--never really ever being able to relax. This hypervigilance during
sleep may have emerged from mortar attacks on military outposts or forward operating bases--many
of these occurring during the night. The resulting functional impairment upon return from
deployment may include becoming easily startled by routine noises or generally not feeling rested
upon waking.
Family members also experience reactions to the deployment and may have their own readjustment
difficulties that may result in functional impairment yet not meet criteria for a diagnosis. Problems in
relational functioning are a common example. For instance, regardless as to whether the returning
service member meets full criteria for PTSD, the presence of the hyperarousal cluster of PTSD
symptoms is strongly associated with interpersonal conflict and interpersonal aggression in marriage
and family interactions (Taft et al, 2007). The functional impairment in relationships due to
hyperarousal symptoms can result from overreactions to minor insults or events (e.g., minor
accidents/spills, loved one arriving late) or hair-trigger startle reactions to benign events (e.g.,
physically approaching the returning service member without his/her awareness). The degree to
which the returning service member experiences avoidance/numbing symptoms of PTSD
(independent of their meeting criteria for PTSD) is related to greatly reduced relationship satisfaction
as reported by spouses and children of the deployed family members (e.g., Cook & Snyder, 2005).
The functional impairment in relationships due to avoidance/numbing symptoms may be due to the
service member's difficulty experiencing closeness or connection with a spouse or loss loving
feelings toward a spouse or children.
The practical application for practitioners is to assess for functional impairment in returning service
members and family members as frequently as one would assess for clinical diagnoses. This may be
done by asking returning service members and their family members, "To what degree have changes
since deployment interfered with your day-to-day functioning?" or "What important areas of your life
have been affected changes since deployment?" Functional impairment may be present when a
clinical diagnosis is not. For an excellent primer on post-deployment concerns and problems,
practitioners are referred to www.afterdeployment.org, which is also a suitable self-help site for
service members and their family members.
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Suicide
Challenge: Suicide is an increasing threat for service members.
Opportunity: Build rapport and ask directly about suicide.
The challenge stated above is significant because the military population typically has had a lower
suicide rate than the general population, but at least for the largest branch of the US military (Army),
the suicide rate has surpassed that of the general population (Claassen & Knox, 2011). The
opportunity lies in application of sound clinical guidance on suicide assessment and intervention
(e.g., Bryan & Rudd, 2006; Center for Substance Abuse Treatment, 2009) by making a deliberate
effort to reach out to service members, and by being direct in asking about suicide. Importantly,
practitioners can benefit a great deal from making efforts to connect with service members because
collaboration with the at-risk service member is essential (Jobes, 2006). Sometimes not being familiar
with the military world may make rapport difficult for the practitioner and for the service-member
alike. To help bridge that gap, interested practitioners can go to www.deploymentpsych.org to take a
free short on-line course on military cultural competence. Also, a recommended set of 6 talking
points can help practitioners gain an appreciation of the service-member’s salient military
experiences (Barry, 2008): traumatic experiences while deployed, military occupational specialty,
stop loss experiences, use of mental health care while deployed, exact manner of military exit (if
applicable) and Department of Veterans’ Affairs (VA) enrollment for services. Not only should these
questions yield helpful information about the service member, they will also likely begin to reveal
warning signs that may signal suicide risk.
Box 2. Personal Reflection: Teaching others to ask about suicide.
Part of my military role is to train non-behavioral health military personnel to recognize warning
signs of suicide, to ask if the at-risk person if they are thinking of suicide and then to work with
the person until they can get to a place of safety (e.g., a professional). The reason for teaching this
audience is based on this practical assumption: service members are more likely to tell a nonprofessional (e.g., family member, buddy, first line leader) about suicidal thoughts than they are a
professional. Training these groups has been an outstanding professional experience. There is a
consistent hurdle, however: asking “the question” is tough! Even at the end of a 2-day workshop
on suicide intervention skills, some participants are still reluctant to ask (in suicide-focused roleplays), “Are you thinking of suicide?” I have learned to respect that reluctance—something we
who work in this profession may take for granted. Service members have told me many things,
including, “I don’t want to put the thought into their head” and, “I don’t know what to do if they
say ‘yes’.” One solider described another form of reluctance when he said, "It is like asking a
woman if she is pregnant--you don't want to get it wrong!" Although there may be exceptions to
AMCAP ● Fall 2012 ●6
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Box 2 cont’d. Personal Reflection: Teaching others to ask about suicide.
the general rule and not all suicides may be preventable, the risks of not inquiring about suicide
far outweigh the potential discomfort of asking about suicide in a caring and direct manner. We
can and should intervene more than we do. We can and will save more lives in the process.

Barriers to Care
Challenge: Many service members in need are not getting help.
Opportunities: Therapists can extend the help network.
It has been noted that among those returning service members who acknowledge post-deployment
mental health problems, only 25 to 50% actually seek help (Hoge et al., 2004; Schell & Marshall,
2008). Paradoxically, those who report the greatest need for help also tend to report the most
significant barriers (Stecker & Fortney, 2011). Barriers to getting help appear to include self-stigma
(i.e., difficulty admitting a problem to oneself), social-stigma (i.e., fear of being seen as weak by
others, particularly fellow-service members), career concerns (i.e., fear of negative career
repercussions, loss of security clearance), and logistical barriers (i.e., scheduling and location; see
Stecker & Fortney, 2011, for a review).
The opportunity for therapists lies in maintaining a practical awareness that many returning service
members will not get care typically due to one or more of the barriers listed above. Day-to-day
experience working with service members confirms that they at times refrain from obtaining care at
specialized facilities (e.g., VA, military treatment facilities). These individuals note that they are
more inclined to seek help where there is a reduced likelihood that others in the military culture may
become aware of their help-seeking. While it is preferable for returning service members to get help
in one or more of those specialized systems that are designed to help them, getting help somewhere is
likely preferable to getting no help at all. Therapists in the community can take time to hear the
concerns about seeking treatment, whether they are voiced by family members concerned about their
loved one/service member or whether they come from the service member themselves. They can
discuss options, listen to hopes and concerns and, when the time is right, and defuse myths and
negative stereotypes about treatment. Therapists in the community also represent an opportunity to
extend the geographical network of help for those experiencing difficulties after deployment,
particularly for those in the National Guard and Reserve who oftentimes do not have ready access to
a major military installation where treatment facilities are located. One last opportunity for therapists
is to pursue specialization in deployment related concerns (e.g., PTSD). Such therapists may find the
following sites as helpful jumping off points: The Defense Centers of Excellence for Psychological
Health and Traumatic Brain Injury (http://www.dcoe.health.mil), and the National Center for PTSD
(http://www.ncptsd.va.gov).
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The National Guard and Reserve
Challenge: National Guard and Reserve service members face additional challenges.
Opportunity: Find out if returning services members belong to the National Guard or Reserve.
Research shows that the returning experience for deployed service members in the National Guard
and Reserve can present some additional challenges as compared to their active duty counter parts.
Specifically, research shows National Guard and Reserve service members report a higher level of
post-deployment symptoms than active duty counterparts (Kang & Hyams, 2005; Schell & Marshall,
2008), are more likely to report binge drinking and problems related to alcohol (Jacobson et al., 2008)
and may have experienced more stress while deployed for fear of negative career repercussions at
home (Vogt, Dutra, Reardon, Zisserson, & Miller, 2011), which may contribute to more severe
homecoming stress (Vasterling et al., 2010). Some possible explanations for these difficulties may
include service member and family member isolation from social support systems who can fully
appreciate the military culture and the deployment experience, which also means that formal military
resources are likely not readily available. Reserve and National Guard members also typically
experience a more abrupt return to civilian employment (Vasterling, Daly, & Friedman, 2011).
The opportunity here is for therapists is to be alert to the particular needs of returning service
members in the National Guard and Reserve as well as their family members and to anticipate that
these service members are more likely to contact service providers in the community than their active
duty counterparts. Other opportunities may include encouraging returning service members to make
needed contacts to determine their eligibility for services. Support may also mean brainstorming to
identify existing sources of social support and other service options. Therapists should be aware that
returning service members regardless of branch or duty status are monitored upon their return
through post deployment health assessments (PDHAs) and several months later during post
deployment health re-assessments (PDHRAs). It may be helpful to ask returning service members
about the outcome of these assessments, because they typically result in a referral and a follow-up
when screenings return positive.

Spiritual Support and the LDS Perspective
Challenge: Deployment can challenge spiritual well-being.
Opportunity: Link service members to spiritual resources.
The spiritual dimensions of adjustment to deployment are significant. Spiritual difficulties are not
necessarily explicit in the diagnostic criteria for PTSD, but the avoidance and numbing cluster of
symptoms suggest overlap with loss of meaning, reduced connection and hope for the future. LDS
service members in particular can relate to much of scripture in the Book of Mormon, which among
AMCAP ● Fall 2012 ● 8
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other verses, includes this description of two different groups exposed to a protracted war:
But behold, because of the exceedingly great length of the war between the Nephites
and the Lamanites many had become hardened, because of the exceedingly great
length of the war; and many were softened because of their afflictions, insomuch that
they did humble themselves before God, even in the depth of humility (Alma 62:41).
That spiritual resources are important for adjustment after deployment is something that is not lost on
researchers. For instance, one study found that returning service members from OEF and OIF who
attended religious services at least once a week were substantially more likely to report easier reentry into life after deployment (Morin, 2011). Spiritual resources, including ecclesiastical leader
guidance should also be considered by returning service members (See Box 3).
Box 3. Personal Reflection: “I got help through my bishop.”
During one of my routine behavioral health visits with an LDS service member, this individual
reported that he received helpful counsel and support from his LDS bishop regarding adjustment
after deployment. The typical response is whether the service member received formal treatment
or not. Importantly, this service member did not meet criteria for PTSD or other clinical
diagnoses. What was significant about this interaction was that this service member was
providing a status update on his behavioral health after deployment and that among the most
helpful steps toward full adjustment after deployment was seeking help from his bishop. He, like
many other LDS service members, finds it completely consistent with gospel teachings to seek a
bishop’s inspired and confidential counsel regarding temporal and spiritual matters. It is also
common for one's bishop to be a known and trusted friend and leader over the course of many
years. It was a significant reminder that such help and assistance cannot be underestimated for the
LDS service member and their family members
LDS Chaplains can also be a crucial resource for LDS returning service members. Few uniformed
personnel are uniquely positioned to confidentially support and assist service members at important
cross roads than military chaplains. All chaplains can help service members navigate both religious
and military terrain and LDS chaplains, where available, can add a similar religious background and
spiritual perspective.
While perhaps not well known among returning service members and their families, the Church has
produced an outstanding video resource called "Let Not Your Heart Be Troubled: A Message of
Peace for Latter-day Saints in Military Service." This video provides a crucial gospel perspective and
great support for LDS service members. It can be streamed on www.lds.org (on the Military
Relations page) and can also be purchased through Church Distribution (www.ldscatalog.com; item
no. 54616). It is recommended that all returning LDS service members view this video. Therapists
AMCAP ● Fall 2012 ● 9
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will also find this video to be helpful and inspiring as they reach out to returning service members.

Conclusion
This article represents one perspective on care for the behavioral health needs of returning service
members and a focus on those from an LDS background. This perspective is an amalgamation of a
psychologist, a service member, and a Latter-day Saint. Research findings have illuminated important
themes. It is sincerely hoped that therapists and others who read these words will walk away with
some ideas, resources, tools and, possibly, inspiration to care for those “who hath borne the battle.”
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